INTRODUCTION
According to the inverse care law, 1 the availability of good medical care varies inversely with the need for it in a population. 2, 3 The reasons why poor and disadvantaged people receive worse care than their richer and healthier compatriots are complex, 4 ,5 but supply-side factors play a part. 2, 6 Discrete-time survival analysis of physicians working in community and migrant health services in the United States (US) found that the mean period of tenure of primary care physicians working in these areas was only 3 years. 7 Working with disadvantaged and marginalised patients can pose challenges for physicians, whose roles often expand to include advocacy and coordination of complex patient journeys through the health system. 2, 8 When these roles are shoehorned into busy general practices, GPs report feeling overwhelmed. 9, 10 Both work intensity and volume are cited as causative factors for physician burnout and workforce turnover. 11, 12 However, there is little research into the experiences of health practitioners who deliver health care to disadvantaged populations, where work intensity and volume would be expected to be high. Such research might throw light on the ways that these physicians negotiate, or mitigate, burnout.
There is some evidence that doctors who work in high-needs populations are not necessarily overwhelmed by their work. In the US, a large quantitative study on physician turnover found that physicians with the highest proportion of uninsured patients had the lowest rates of turnover. 13 In the UK, no relationship was found between deprivation and GP wellbeing. 14 Doctors working in the inner parts of London reported higher rates of satisfaction than the national average. 15 It is possible that long-term workers in areas of disadvantage may be sustained by organisational factors that mitigate work intensity and volume. Alternatively, practitioners may have personal characteristics that enable them to cope with stress associated with high patient needs.
The aim of this study was to explore job satisfaction and resilience among primary care doctors who have worked for sustained periods in medically underserved populations in Australia.
Aim
To describe attitudes to work and job satisfaction among Australian primary care practitioners who have worked for more than 5 years in areas of social disadvantage.
Method
Semi-structured interviews were conducted with 15 primary health care practitioners working in Aboriginal health, prisons, drug and alcohol medicine, or youth and refugee health. The interviews explored attitudes towards work and professional satisfaction, and strategies to promote resilience.
Results
All doctors were motivated by the belief that helping a disadvantaged population is the 'right thing' to do. They were sustained by a deep appreciation and respect for the population they served, an intellectual engagement with the work itself, and the ability to control their own working hours (often by working part-time in the field of interest). In their clinical work, they recognised and celebrated small gains and were not overwhelmed by the larger context of social disadvantage.
generalisations to be made from rich data. 16 The sampling frame included doctors working for 5 years or more with refugees, indigenous Australians, prisoners, disadvantaged youth, or substancedependent persons. There is a great deal of organisational diversity in primary care services in Australia, and funding for GP services is provided through two models: fee-for-service for GPs in private general practices (which is underpinned by Medicare, the national health insurance system) or direct salaries for doctors working in state-funded services or nongovernment organisations (NGOs). The study sampled doctors from each of these organisational models.
To explore the influence of organisational factors, the sample included GPs who worked in population-specific services (for example, a youth health service) and in mainstream general practices where one or more of these groups formed over half the GPs' patient population.
Potential participants were initially identified within the jurisdiction in which the researchers lived, where doctors who met the inclusion criteria were interviewed. These doctors then nominated other workers in other states, who were approached for interview. Doctors in this sample include practitioners in three Australian states and one territory.
Data collection
Semi-structured interviews were conducted in person or by telephone. Questions addressed motivations for commencing and staying in this field of practice, personal attitudes to the field of practice, and organisational attributes of the service itself. All interviews were recorded and transcribed.
Data analysis
Transcripts were independently analysed by two researchers, using grounded theory, with the third researcher assessing the salience of the emerging categories. The first round of categories that emerged consisted of drivers, attitudes, and pragmatic coping strategies. A second round of analysis produced the following categories: personal meaning of work, locus of control and choice-making, routes into the field of practice, and the influence of organisation on commitment to work. The emergent theory was that reflectiveness, respectful engagement with the job, and a clear sense of boundaries and limits were important in mitigating the impact of work volume and intensity, which organisations often struggled to contain.
How this fits in
Poor and socially disadvantaged populations receive worse care than the richer and healthier sections of the community. Doctors servicing these populations can be overwhelmed by the challenges associated with this work, which have been cited as causes of burnout and high workforce turnover. Doctors who sustain their practice in these areas describe an intellectual engagement with the work and strategies that prevent them being overwhelmed by the challenges. These new findings provide a framework for sustainable planning for the medical workforce in areas of social disadvantage. 
RESULTS
Demographic details of the sample are presented in Table 1 . There were nine males and six females; the modal age was in the 50-59 years age group. Fourteen had trained as GPs, and one had trained in internal medicine. Median length of time from graduation was 25.5 years, and the mean length of time working in their area of social disadvantage of 10.1 years. Mean proportion of all working years spent working in the area of social disadvantage was 42% (range = 19 to 80%).
Six doctors worked in indigenous health, four worked with refugees, three worked in prison health, one worked with substancedependent persons, and one worked with disadvantaged youths. Only one participant worked full-time in the disadvantaged area. Most participants had structured their working week so that they could combine clinical work in the area with mainstream general practice the rest of the time (nine doctors), academic work (three doctors), and one each in healthcare administration and non-medical work.
Entering the field
The motivation for working in areas of disadvantage for most doctors was the belief that helping a disadvantaged population was the 'right thing' to do. Some people had an affinity for working with a particular group and strove to find work in that area. For others, wanting to make a difference combined with a serendipitous job opportunity led them to their workplace (Box 1). Although religion formed part of the personal frame of reference for seven responders, only two described their decision to work in this area as being driven by religion.
Personal meaning of work
All doctors reported finding meaning and satisfaction in their work. While they were aware of the potential for burnout and the need to manage their workload, they described the work itself with delight. When asked about the widespread opinion that the populations they worked with had a high proportion of 'heartsink' patients, they vehemently disagreed. A common response was to appropriate and subvert the term, using the feeling of 'heartsink' as a motivator to do more for the patient (Box 2).
Locus of control
Participants tended to see themselves as being in control of their working lives on two levels: personal and in the patient-doctor relationship. On a personal level, they articulated a sense of control, or decision making, about where they worked and how they worked; for example, by compartmentalising their working week (Box 3). At the level of the patient-doctor interaction, doctors stated that they are not solely responsible for healthcare outcomes. At the same time, they did not blame patients for not improving their own health. Thus the doctors' notion of control at the micro-level was subtle and calibrated to recognise, but not be overwhelmed by, the scale of disadvantage faced by their patients. These doctors were able to establish markers of success that reflected what they could and did achieve, even when these were small (Box 4). work in disadvantaged areas when they recognised that they were close to burning out. Others discussed changing their lives to ensure that they had resources outside of their work to enable them to remain enthusiastic about their jobs. For many, this involved working part time in the area.
Organisational support
The structure or functionality of the organisation was rarely cited as a determinant of sustained practice. That this cohort rarely worked full-time in these organisations may have distanced them from organisational stress. If they did comment on the failures of the organisations, it was with the kind of pragmatism they brought to individual patient challenges. Several doctors commented that to work in these areas one had to be able to work as a member of a team (Box 5).
DISCUSSION

Summary
This is the first study to undertake in-depth interviews on resilience and work enjoyment with a sample of doctors who have worked for sustained periods in socially-marginalised communities. In his formulation of the inverse care law, Hart noted that its impacts were felt most strongly where market forces predominated. 1 This study was undertaken in Australia, which has a national health insurance system and state-funded services. For most of the population served in the urban services of this study, demandside factors (cost or availability) that influence the inverse care law are minimised.
Supply-side problems do exist in Australia. Indigenous health services have difficulty attracting and retaining GPs, 17 and patient:doctor ratios in Australian prison health services 18 are higher than those reported in Irish 19 and UK prisons. 20 Because Australia has a pluralistic primary care system, with both for-profit private general practice (increasingly corporatised), and not-for-profit state and community services, the study results have relevance both for countries with national health insurance systems like ours (for example the UK, Canada, and New Zealand) and for those based on fee-for-service or corporatised systems, such as the US.
Strengths and limitations
This study was a critical case sample of 15 doctors. Although this was a small sample, saturation was achieved in that themes were being repeated across the sample of doctors. The doctors worked in a broad range of areas but all were in an urban location. This does not represent an intentional geographical bias, but instead reflects that services for these patient populations are often located in urban settings. The study would have benefited from exploring the perspectives of those working in more remote areas, where it may be more difficult to create the portfolio careers of the doctors in this study.
Comparison with existing literature
This study provides the perspective of doctors themselves on long-term work in disadvantaged urban communities. All doctors were aware of the potential for burnout; some had experienced it and removed themselves temporarily from the field. However, overall, these doctors thrived in their work. Many of these doctors described their motivation as 'to do good' or 'make a difference'. There is a body of literature that argues the finer points of altruism and concepts of obligation, fiduciary responsibility, and sacrifice. [21] [22] [23] The doctors in this study actively distanced themselves from the notions of selfless service and sacrifice implicit in most discussions of altruism in practice. 24 It may be more useful to understand their approach to their work and its sustainability using the notion of prosociality.
'Prosociality', like altruism, is a social psychology construct that refers to behaviours of giving, helping, and creating harmonious relationships. Unlike altruism, which is driven by unobservable inner motivations, prosociality is defined largely through behaviour rather than motivation. Focusing on prosociality, from a research point of view, enables us to move from a focus on individual moral drivers to observable behaviours and the contexts in which people are most supported to act in prosocial ways.
What is the connection between prosociality and resilience? Preliminary work suggests that some doctors may experience 'vicarious resilience' through working with traumatised patients who embody everyday survival. 25 The literature on vicarious resilience is poorly developed and, like the more extensive literature on vicarious traumatisation, is hampered by the absence of a robust research base. 26 However, determinants of vicarious traumatisation appear to be multifactorial , and include both attitudinal and contextual matters. 27 The same is probably true of British Journal of General Practice, July 2011 e407
Box 4. Pragmatic markers of success
'I think if you keep a view of that control lying with the patient and that you're working with the patient but ultimately the decision making and the control is with the patient. Then it's, it's somewhat easier to accept situations that seem from your perspective as a doctor to be less than ideal.' (#14) 'Substance abuse is always a difficult area, 'cause you don't get many cures. But, if you get someone onto methadone and give them out of gaol, that might be a success. If you keep someone alive for 5 years longer than they would have otherwise, you get to judge that as a success as well.' (#7)
Box 5. Team work and boundaries
'It sounds fatuous but you really do, you have to meld with nurses and with [other staff]. Be a team player but also be aware of your boundaries. If they become fluffy that becomes a real problem that is really dangerous.' (#8) vicarious resilience. In the present study, there appear to be three behaviours described by doctors that enabled them to derive strength and resilience from working with marginalised groups: respect for their patients; maintaining a sense of control; and having an interest in their work.
Respect for patients. The doctors were united in their appreciation and respect for their patients, recounting a sense of privilege in being able to work with and be trusted by a marginalised community. Although many acknowledged that large improvements in health outcomes were often difficult to achieve, they were willing to accept and applaud small or incremental changes. In their overview, Mead and Bowers noted that patient-centred practice comprised five conceptual dimensions: biopsychosocial, patient-as-person, doctoras-person, therapeutic alliance, and sharing power and responsibility. 28 While all these dimensions are apparent in the approaches of the doctors in the present study, the strongest was the patient-asperson. The narratives or cultural backstories of individual patients -their 'biographies' 29 -were evident in the doctors' accounts of adjusting to, understanding, and responding to each patient's context and needs.
A sense of control. The doctors expressed that they had a sense of control over their practice. Locus of control is a personality trait, with those with an internal locus of control tending to be happier and healthier in their endeavours. 30 Doctors tend to have internal loci of control, and when this is violated -for example, through being unable to control their working life -this tends to be translated into frustration and a desire to leave the field. 31 The doctors in the present survey repeatedly described choice making in their careers. They capitalised on serendipitous opportunities to enter the field and they frequently put boundaries around their work. For example, most did not work full-time in the field but instead worked in portfolio careers including different clinical fields, advocacy, and teaching. Participants described this boundary setting as a way of retaining control over their working lives rather than as a reaction to the difficulties of the workplace itself.
Attempts to increase services to the uninsured and underinsured in the US have found that volunteering part-time was thought to be feasible by doctors, when fulltime work was not. 32 Doctors in the US National Health Service Corps -which places student loan recipients in approved services for the poor or marginalised after graduation -are more likely to stay beyond their 2-year tour of duty if they have higher salaries and greater job satisfaction. 33 In the present study, the relatively low levels of reimbursement for working in the field was rarely mentioned as a barrier by participants; however, this population with their varied careers could afford to carry low-paid work, as it was offset by other work. However, it is unknown whether low levels of reimbursement would undermine the internal locus of control for doctors working full-time in the field.
Although, in theory, organisational culture would be expected to impact on physician burnout, there is little empirical evidence to support this. 34 In the present study, organisational factors did not seem to play a part in the resilience of doctors, nor did they necessarily reinforce locus of control. A number of doctors worked in organisations that were described (with sympathy) as 'driven' and 'somewhat chaotic'. Many organisations had actively mentored doctors when they were less experienced. Overall, at this stage in their careers, doctors had often worked longer in the organisation than the managers and were able to separate organisational issues from the clinical issues that they were dealing with. The ability to work as a part of a team of health professionals tended to be cited as a resilience strategy that reinforced internal locus of control, perhaps because it allowed doctors to initiate sharing the burden of some complex patients.
Intellectual interest. These doctors are intellectually interested in their work, and described reflecting deeply on it. A study of community nurses who had sustained their practice in areas of disadvantage found that characteristics such as reflectiveness and job engagement enabled them to thrive in this work. 35 The present results suggest that intellectual engagement was one of the tools that underpinned doctors' internal locus of control, as it often helped practitioners to find new perspectives on their patients and the social situations that kept them marginalised and poor.
Implications for practice These doctors exhibit prosocial behaviour and are models of 'the good work' that can be done in medicine particularly in terms of patient-centred care. Bishop and Rees argue that this form of sustainable prosocial behaviour is an important model that
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The research was funded by a grant from the General Practice Education and Training (GPET) Registrar Research Fund. should be taught in medical schools. 24 Doctors who are experienced in providing prosocial patient care are well placed to be role models and teachers to students. Some of the doctors interviewed hold academic positions and others are involved in teaching at both undergraduate and postgraduate levels. By having students and junior doctors with them in the clinic, they can teach, by example, actions that benefit the most disadvantaged members of society, while at the same time achieving balance and caring for the self.
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This study has implications for efforts to increase the medical workforce for socially marginalised patient populations. The way doctors organise their work appears to protect them from work-associated distress, as does their intellectual engagement and reflective empathy with patients. Efforts to increase the workforce should rest on supporting other doctors to learn about the sustaining strategies and pleasures of working part time with marginalised patient populations.
